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National Committee
The National Committee has 32 members with widespread representation from the regions and area authorities, and from various relevant professional groups.
Following the re-organisation of the health services in 2004, the National Committee reports to the HSE but has retained representation from the DoHC. During 2006, the National Committee met on three occasions. The scheduled September meeting was postponed because it was not felt productive to have a meeting due to the absence of progress on the implementation of SARI.
There was much discussion and formalising of the reporting relationships of SARI including the establishment and the circulation of minutes between the National Committee and the HSE/SARI Liaison Committee (which met seven times) and the HSE/SARI/DoHC Liaison Committee (which met once). The minutes of both of these committees are circulated to members of the SARI National Committee. At the December meeting of the National Committee, a considerable amount of discussion focussed on establishing and agreeing new governance structures which would ensure the convergence of SARI with other HSE developments. This was to ensure not only that there was good communication between the various stakeholders but that it was also clear that the responsibility for the control of antimicrobial resistance and healthcare-associated infection rested with senior management in hospitals and in other health agencies and institutions.
The failure of the budget for 2006 to incorporate designated funding for the implementation of SARI was a considerable disappointment to the members of the National Committee and to healthcare professionals working in the field. The Chairman and Honorary Secretary of the Committee wrote to and met with the Minister, Ms. Mary Harney to convey this. Drs. Kevin Kelleher and Mary Hynes subsequently succeeded in having €3.8 million funding for SARI allocated from within the total HSE budget, along with a lifting of the cap on public service recruitment to allow the appointment of an additional 52 SARI-related posts. These posts comprised infection control nurses, pharmacists and laboratory surveillance scientists. Progress with appointment of these posts was slow, but appeared to be progressing by the end of 2006.
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The National Committee supported initiatives taken by the Infection Control Sub-Committee (see below) in the areas of MRSA surveillance and the involvement of hospitals in Ireland as part of the Hospital Infection Society (HIS) prevalence survey of healthcare-associated infection, which took place in the spring of 2006 throughout the UK and Ireland (see appendix II). Healthcare worker education as well as education and information for the public were also identified as a priority. A tender document was prepared to seek interest from various agencies to deliver healthcare worker education, and meetings were held with a public relations agency to see how best to provide an information campaign for members of the public.
There was considerable concern expressed about the need for better reference laboratory services in Ireland and a group was established by the HSE to look in to this. This has to be seen in the context of the national review of laboratory diagnostics services, which commenced in 2006. It was not clear to the SARI National Committee, however, whether or not the latter review gave due consideration to the critical need for pre-analytical, analytical and post-analytical involvement in the delivery of microbiology laboratory services.
A draft document was prepared and discussed with regard to an outline of a national strategy for the control and prevention of healthcare-associated infection, along the lines of what is in place in many other health services, including Northern Ireland and Wales. It was decided, however, to postpone the development of a national strategy, pending the establishment of the proposed new HCAI/SARI governance framework.
The third annual joint Antimicrobial Resistance Action Plan (AMRAP)/SARI meeting took place in Croke Park in November 2006. These meetings involve professionals from Northern Ireland and the Republic to exchange information and ideas, and to enable them to up date each other on progress in their respective jurisdictions. This meeting was attended by over 100 delegates and focussed particularly on the issues of education and information dissemination to the public and healthcare workers, as well as surveillance. The conference included a presentation on the preliminary results from the HIS Prevalence survey. A full report on this meeting is included as appendix III of this document.
Specialty Sub-Committees
Infection Control
The Sub-Committee met on four occasions. There was concern expressed at many of the meetings about the apparent duplication of work by multiple groups dealing with issues pertaining to infection control within the HSE. It is the hope of this Committee that this will be rationalised under the proposed new governance framework, so that we have one national committee on healthcare-associated infection to maximise the involvement of all relevant professionals, and to ensure the efficient use of resources and time.
The Committee has supported the conduct of hygiene audits throughout the country and welcomed the improvement in scores following the second audit. Members of the Committee participated in the development of draft infection control standards under the aegis of the Irish Hospital Services Accreditation Board. However, there was concern about the lack of consultation with both the Committee and relevant healthcare professionals, and the failure to distinguish between hygiene and infection control.
The HIS Prevalence Survey of healthcare-associated infection took place between February and May and involved 45 acute hospitals in the Republic (see appendix II).
This represented a huge commitment by infection control and prevention teams (ICPT) throughout the country and required critical support from the Health Protection Surveillance Centre. However, all this would not have been possible without support from the HSE in the form of data collectors. This initiative demonstrated the enthusiasm, willingness and expertise that there is in developing a national surveillance programme for healthcare-associated infection, given the provision of some resources. Of the patients surveyed, 4.9% had a healthcareassociated infection. The results of each individual hospital were circulated to each ICPT in late 2006. It is hoped that this survey will be the start of a process which will result in a national surveillance programme and will assist local ICPT in developing surveillance programmes for specific areas.
Due to the commitment of ICPT in the HIS Prevalence survey, it was decided to postpone the pilot programme on the surveillance of MRSA in intensive care units.
An explanatory document and a weekly questionnaire have been prepared. It is hoped to implement this in 2007. The Committee also undertook to review the implementation of National Guidelines on the control and prevention of MRSA, which were launched by the Minister for Health and Children in September 2005, and a questionnaire was drafted for circulation to hospitals in early 2007.
One of the priorities for the implementation of SARI is the education of healthcare workers on simple measures to control and prevent HCAI and also to provide more information to the public on the issues involved. A draft tender document was prepared. It was agreed that this Committee would be involved in reviewing the tender submissions. In addition patient/visitor information leaflets were developed and circulated on MRSA and healthcare-associated infection.
Other issues which the Committee considered were the development of a national strategy for the control and prevention of HCAI as is already in place in Wales and Northern Ireland and this was also discussed at the National Committee (see above).
Because of a lack of clarification over reporting relationships and the time commitment required, it was decided not to proceed with the development of a national infection control manual as there is already considerable work being undertaken locally in this area.
Finally, there remains concern about the need for national building standards when developing and refurbishing healthcare facilities. Although, it is not necessarily suggested that we need to draft completely new building standards for Ireland, as satisfactory standards already exist in many other countries, there is a need to agree to review and adapt these for Ireland.
Hospital Antibiotic Stewardship
The Hospital Antibiotic Stewardship Sub-Committee had previously developed recommendations for strategies to promote prudent antibiotic prescribing in hospitals, and an outline guide to interventions to prevent antimicrobial resistance in hospital practice (both available at www.hpsc.ie) . One of the key requirements for the implementation of these recommendations is having designated personnel in hospitals to lead antibiotic stewardship initiatives, particularly microbiologists, 10 infectious disease physicians and antibiotic liaison pharmacists. The Sub-Committee had planned to develop educational material on prudent antibiotic prescribing and specific clinical guidance on antibiotic prescribing for common infections. However, the Sub-Committee elected not to continue its work in this area, pending the appointment of the additional personnel required to implement the above recommendations. The Sub-Committee hopes to reconvene in 2007, assuming the additional posts agreed in 2006 are filled.
Community Antimicrobial Stewardship
GP Educational Initiative
The Community Antibiotic Stewardship Sub-Committee has developed a comprehensive educational initiative to promote prudent antibiotic prescribing among General Practitioners (GPs). The pilot project has now finished in the Cork region, but has been set up to run in 2007 in the South Eastern region. Key learning points from this pilot work were:-• GPs are amenable to education on the topic of improving antibiotic prescribing and valued feedback on their own prescribing.
• Changes in the choice of antibiotic and in the regimens of antibiotic treatment were made but the overall proportion of patients receiving antibiotics did not change. This is consistent with the literature and changing the volume of prescribing is more challenging.
• Local guidelines are needed to more effectively convince GPs of the need to change.
The Sub-Committee also began work on a new approach in trying to facilitate GPs to reduce the overall volume of prescribing, and have developed 'risk charts' for GPs to communicate with patients about the risks and benefits of antibiotics for a number of respiratory tract infections. 'Risk charts' were developed using data from systematic reviews of the literature. The charts were found helpful by GPs although they need to be simplified, and separate versions for doctors and patients may be better.
Further development of this methodology, and inclusion in the next round of GP educational initiatives, are planned.
Funding was secured to develop a national GP educational initiative to build on the existing pilot work.
Sentinel Practice Study
The Sub-Committee carried out a pilot project on sentinel surveillance of antimicrobial resistance in GP practices. The key learning points from this project were:-• The collection of unselected bacteriological specimens from all patients with relevant symptoms was feasible for practices.
• The volume of specimens proved challenging for laboratories to handle.
• The information gleaned was potentially useful although the true utility might only be judged on a larger base.
• Urinary specimens were more useful than respiratory (per-nasal) specimens.
• Antibiotic prescribing was not closely related to resistance patterns.
On the basis of this pilot work, the study has been redesigned to gather a larger number of specimens from more practices, but over a shorter time period. With this design a designated function (which needs funding) can be set up in the laboratory to cope with this, as a once per year event. Additional advantages of this approach would be that annual prevalence and susceptibility reports could be produced to guide prescribing for each 'winter season' rather than information emerging piecemeal over the year. National funding has been secured to advance this new approach.
Patient Education
The need for this, identified as a key element in our community antibiotic stewardship strategy, is being addressed at the national level by the National Committee.
Surveillance of Antimicrobial Resistance
National data on antimicrobial resistance is provided through the European 
Surveillance of Antimicrobial Consumption
Irish participation in the European Antimicrobial Consumption Surveillance (ESAC) network continues, with data on community antimicrobial consumption calculated from wholesale pharmacy sales data purchased from IMS health. This data has shown a steady increase in the level of antimicrobial use in the community, coupled with increasing use of "broad spectrum" antibiotics in place of "narrow spectrum" 
Regional Committees
These are eight multidisciplinary SARI regional committees that meet regularly and before the establishment of the HSE reported to the Director of Public Health or Chief Executive of the relevant Health Board/Authority. These committees advise on the implementation of SARI in their region or area, and devise the annual priorities for SARI in keeping with those defined at national level. They also advise on the associated resources required to implement the strategy regionally.
HSE Eastern Region
Number of meetings held
The eastern regional SARI advisory remit is discharged by the Eastern Regional Health Authority Infection Control Advisory Committee (ERHA ICAC). This is a multidisciplinary committee (see current membership in appendix 1) which used to meet on a quarterly basis up to 2005 and reports to the Director of Public Health.
Each regional meeting -
• Considers updates from the national SARI committee with regional implications.
• Monitors progress on the agreed regional annual SARI priorities.
• Reviews and distributes the regional EARSS surveillance data. • Reviews regional funding allocated and distributed.
• Audits SARI funded personnel posts.
• Develops/updates and distributes guidance documents relevant to the strategy.
• Co-ordinates applications for SARI funding.
The committee did not meet throughout 2006 and its formal activities were suspended indefinitely, pending the establishment of a clear governance framework and reporting mechanisms. This action was reluctantly taken by the committee as the terms of reference and governance arrangements for this advisory committee needed to be redefined in light of the dissolution of the 'ERHA' and the subsequent establishment of the HSE.
Major initiatives
No regional SARI initiatives were pursued in 2006 due to the suspension of the regional committee's activities. However informal communication within the region confirmed that local SARI committees were progressing the strategy within the individual health care facilities.
Appointments made as part of the implementation of SARI
The HSE via the National SARI committee in Feb. 2006 requested all regional SARI committees to review and prioritise the July '05 submissions for SARI funding originating from their regions. A subgroup of the 'ERHA' ICAC met in March '06 and produced a document detailing the eastern regions prioritised funding submissions.
The HSE announced approval of 52 SARI posts nationally in July '06. However the allocation of 12.5 WTE for the East was not consistent with the above prioritisation document. Representatives of the regional committee secured a meeting with the three relevant Network Managers for the East in Dec. 06. This proved beneficial; the location of the SARI posts was clarified in accordance with the regions prioritisation.
Approval for the advertising of these posts was to follow early in 2007. The future structure in the East of 3 SARI committees (1 per network) was also agreed in principle with the consequent dissolution of the current 'ERHA' ICAC. However the governance and terms of reference of these new committees need to be signed off by HSE nationally prior to their formation.
Limitations on the further implementation of SARI regionally
The HSE reform process, which commenced in 2005, created uncertainty as to the structures within which the eastern regional SARI committee should operate.
Significant additional financial resources needs to be allocated and prioritised for this strategy nationally if we are to achieve its aims and improve the quality of health care for our population.
The additional SARI posts announced in July 2006 were welcomed. However, the subsequent lack of funding for these posts, and administrative delays in their approval, has delayed their appointment. Consequently, no SARI appointments were made in the East for 2006.
HSE Southern Region
Number of meetings held
The Regional SARI committee meet four times in 2006. In addition a number of subcommittee meetings were held.
Major initiatives
• Implementation of CLSI methodology for antimicrobial susceptibility testing in three laboratories.
• A protocol for the collation, analysis and reporting of antimicrobial susceptibility test data in Cork and Kerry was developed by a Surveillance Scientist in the Department of Public Health (DPH).
• A laboratory antimicrobial resistance surveillance project was undertaken on urinary tract susceptibility data using this protocol. The results were published via the local SARI Newsletter.
• A Regional SARI Newsletter was published.
• The hospital acquired infection surveillance system (Form recognition) continues to be used in three centres.
• Regional EARSS data was made available, and a system for distribution implemented.
• A system for monitoring antimicrobial use was established in three hospitals and this initiative is currently being coordinated by a surveillance scientist in the DPH.
• Four hospitals participated in the HIS prevalence survey.
• All laboratories continue to participate in EARSS; three laboratories participate in extended pathogen surveillance; two laboratories participate in enhanced bacteraemia surveillance. o An evaluation of rapid methodologies for the detection of MRSA from screening samples is being undertaken in one small hospital.
Appointments made as part of the implementation of SARI
No SARI related appointments were made in 2006. As part of the national strategy, 
Limitations on the further implementation of SARI regionally
• The full implementation of national MRSA guidelines and national hand hygiene guidelines in all hospitals is difficult due to the lack of adequate infrastructure and appropriate infection control staffing levels e.g. lack of a consultant microbiologist in Kerry General Hospital (KGH).
• The introduction of an appropriate antibiotic stewardship programme in KGH was not possible due to the lack of a consultant microbiologist. The expansion of appropriate antibiotic stewardship programme in other hospitals did not occur due to the lack of appropriate personnel e.g. antibiotic liaison pharmacist support, clerical support, surveillance scientist.
• The introduction of CLSI methodology in KGH was not possible due to the lack of a Consultant Microbiologist.
• The introduction of the form recognition system for HCAI surveillance in KGH was not possible due to a lack of adequate infection control nurses and a consultant microbiologist.
• Participation in the HIS prevalence surveillance by CUH was not possible due to inadequate numbers of infection control nurses.
• Participation in EARSS expanded surveillance and EARSS enhanced bacteraemia surveillance in CUH and KGH was not possible due to lack of adequate infection control nurse numbers, and laboratory surveillance scientists.
• Participation in the national hospital antimicrobial consumption surveillance use system was introduced in 2004 by CUH.
HSE South-Eastern Region
Number of meetings held
The South Eastern SARI committee met on three occasions -in February, May and October 2006.
Major initiatives
A three month pilot study of surgical site infection surveillance ( A GP antibiotic prescribing audit is being organised for Waterford GPs via their CME groups.
Appointments made as part of the implementation of SARI
There were no new appointments made in 2006. We received funding for two senior pharmacists, three infection control nurses and one surveillance scientist. The location and activities of these new posts were decided following consultation with our network manager and the relevant professionals already in post. These posts will be filled in 2007.
Limitations on the further implementation of SARI
There has been considerable variation nationally regarding the seniority of surveillance scientist posts. Some posts are being advertised at specialist and chief medical scientist level, which obviously puts centres where such extra local funding is not available at great disadvantage, in the recruitment and in the retention of valuable staff.
Information technology support is also necessary to enable infection control teams to operate more effectively. Local attempts have largely proved unsuccessful to date in the South East and it is likely that funding to purchase a commercial package will have to be sought.
While we welcome the new appointments as listed above, we would like to highlight that all of these posts will impact on the workload of the clinical microbiologists. To optimise the efficiency of these posts and in the implementation of SARI, we would strongly recommend that further clinical microbiologist posts be funded in 2007.
HSE Mid-Western Region
Number of meetings held
SARI is incorporated into the Regional Communicable Disease Control Committee. Five meetings were held during 2006.
Major initiatives
• Regional antibiotic guidelines were produced during 2006
• Draft generic regional hand-hygiene guidelines were devised
• A disposable blood-culture pack was developed in the Mid-Western Regional Hospital, Ennis.
• Antibiotic control measures were introduced in elderly care services in Clare.
• Surveillance of S. aureus bacteraemia improved as temporary assistance was supplied to the infection control nurse.
• An infection control learning resource pack was produced for healthcare workers.
• Basic infection control training continued.
• Infection control, isolation and decontamination guidelines were updated
• Local infection control committees were set up.
• Information leaflets for patients, visitors, parents, on MRSA and other health care associated infections were developed.
• Regional acute hospitals' hand hygiene observational audit was carried out in collaboration with the Department of Public Health, infection control nurses, and the School of Nursing and Midwifery, Cork.
• Alcohol-based hand gel was introduced to clinical areas.
• Education of non-consultant hospital doctors on appropriate use of antibiotics took place.
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• Monitoring of the use of antibiotics on medical wards commenced in the Mid-Western Regional Hospital, Limerick .
Appointments made as part of the implementation of SARI
During 2006 there were no appointments.
Limitations on the further implementation of SARI regionally
The 
HSE Midlands Region
Number of meetings held
Due to the uncertainties of the changing structures there was no meeting of the SARI Regional Committee held in 2006. Three sub-committee meetings were held to discuss the allocation of SARI posts.
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Appointments made as part of the implementation of SARI
Measures were taken to process the appointment of an infection control nurse at the Midland Regional Hospital, Mullingar, a surveillance scientist at the Midland Regional Hospital, Tullamore, and two senior pharmacists at the Midland Regional Hospitals, Tullamore and Mullingar
Limitations on the further implementation of SARI
There is still no permanent consultant microbiologist attached to the Midland Regional Hospital (3 sites Tullamore, Mullingar and Portlaoise). Without this appointment in place, there is a deficit of input on the appropriate management of patients on a day-to-day basis. A temporary person was appointed for a period;
however, there were periods when there was nobody in post. It is very difficult, in this situation, to try to further the implementation of SARI.
HSE Western Region
Number of meetings held
One meeting of the Regional Infection Control / SARI Committee was held in October 2006. The individual hospital Infection Control Committees met frequently.
Major initiatives
Galway
In 2006, Galway Regional Hospitals launched updated guidelines for antimicrobial use. Booklets, wall charts and pocket guides were produced and continuing education meetings were organised. An electronic version of the guidelines was circulated to relevant people in all other hospitals in the network, and copies of the printed pocket book were provided to consultants in one of the other hospitals, who requested them. This initiative represented a huge effort by microbiology, pharmacy and infectious diseases within existing resources, and was intended as a platform for a further programme in 2007, in which it was anticipated that a whole time antibiotic pharmacist would be on staff to drive the process (see below).
The intervention to deal with an outbreak of an extended spectrum beta-lactamase outbreak in a nursing home and the extension from that to provide guidance to all GPs on prescribing in nursing homes, was a major initiative and was done from within existing resources.
Mayo
An MRSA patient leaflet and a hospital newsletter were produced Training for community staff was provided A waste management proposal was forwarded to hospital management
Minor capital investments to improve building, equipment and infrastructure took place There is no consultant microbiologist, clerical support or clinical pharmacist
There is a lack of laboratory testing for faeces and serology.
Roscommon
There is an absence of dedicated staff and this continues to be a limitation.
There is continuing difficulty in recruiting an infection control nurse.
Limitations on the further implementation of SARI
There are continuing staffing deficiencies although there have been commitments to new posts in 2007. There are issues around the implementation of the new posts:
clarity is needed around the development of cohesive regional service.
The absence of an antibiotic pharmacist as a member of the team at the major regional centre is a limitation in the ability to develop a role as a regional hub of expertise Similar issues arise in relation to the distribution of surveillance scientist posts around the region in locations where there is not a full team.
There is an ongoing reliance on support and advice from consultant microbiologists and infection control staff in Galway for Ballinasloe. There are no formal arrangements in place for this support and it is very much on a goodwill basis.
HSE North-Eastern Region
Number of meetings held
The HSE Dublin-North East SARI Committee continued as in 2005, to fund equipment and educational initiatives in both acute and primary care.
Major initiatives
In primary care, among general practices and pharmacies, there was an educational media campaign to promote antibiotic stewardship and a separate one to promote hand hygiene in schools and in catering premises. Community antibiotic prescribing guidelines were distributed to all general practices in the region and many practices availed of funding, specifically for laboratory specimen refrigerators.
A half-day educational conference on infection control in the community was organised for pre-school and long-term residential care workers in November.
In the hospital setting, an MRSA PCR, instrument purchased in 2005, was evaluated as part of a medical laboratory science masters project. Much new software was installed, including laboratory microbiology information system links with general practices, form recognition and sterile supply traceability software upgrades. There was miscellaneous equipment purchased for the microbiology laboratory. Flooring was improved and a flat mopping system was purchased to augment hospital hygiene funding initiatives.
A SARI website with information about our activities was set up, with links to the HSE Dublin North East general website.
Limitations on the full implementation of SARI
Although the laboratory surveillance scientist is funded through SARI, the ongoing employment ceiling has severely hampered significant developments in infection control, and we look forward to the appointment of specific infection control staffing in the future.
HSE North-Western Region
Number of meetings held
The North-Western SARI committee met on three occasions in 2006.
Major initiatives
Discussion with GPs regarding the production of a local primary care based formulary, and the development of a regional SARI work plan for next 2 years commenced.
One infection control nurse was appointed in Letterkenny; two pharmacy posts are SARI Annual Report 2006 24 being processed. The remaining two infection control posts allocated to the region have not been filled as allocated funding was diverted to the western region, against the advice of the regional SARI Committee. Plans were developed to link the two infection control nurse posts to the pharmacy posts, in order to target prescribing in the community hospitals and local nursing homes.
On-Going Challenges and Difficulties in the Full
Implementation of SARI
A number of on-going challenges and difficulties continued to hamper the full implementation of SARI, many of which are highlighted in the Regional Committee reports. The key on-going issues that were identified in 2006 were:
• The main regional limitation on SARI activity has been control of funding.
• The absence of clear reporting relationships between Regional SARI Committees and the HSE.
• Delays in the appointment of key personnel, e.g. infection control and prevention nurses, surveillance scientists and antibiotic pharmacists despite HSE approval.
• The absence of consultant microbiologists in many hospitals, and inadequate numbers of consultants elsewhere.
• Inadequate infra-structure in some areas such as lack of isolation facilities, sub-optimal information technology systems and diagnostic laboratory systems.
II) Hospital Infection Society Third International Prevalence Survey of
Healthcare Associated Infection
The Participants indicated that they would be happy to participate in subsequent surveys but that this would not be possible without additional investment in infrastructure (both staff and IT). the key principles early on, that they establish the right behaviour in their approach to infection prevention, and that enhanced knowledge underpins their practice. She outlined how this can be delivered in outcome-based learning and she reviewed briefly a proposal by the Hospital Infection Society to develop and provide material for medical schools and others. This will involve an explicit statement of learning intent, a flexible curriculum, and clear goals for assessment. It is increasingly likely that attendance and participation in some form of update on healthcare-associated infection prevention will be mandatory rather than voluntary at the level of postgraduate medical education. This may take the form of face-to-face sessions or accessing materials online.
3.
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